MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH “r —63._022596

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
DO NOT WRITE Registration District No. _éél}rlmcw Registration District No, -__‘_.SQQ.--__Rogmrar'n No. I 7 STATE FILE NUMBER
onrs s 2 AR g
— q’m\‘ ~ N 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera decested lived.- If institution: Residence before
V% 300 a. COUNTY St. Louis s 57ATE  Missourd. counry St,. Louis admission)

Rev. 4/59 B CITY (¥ ouhide corporsts limits, 4ive TOWNSHIF only] Length of w2y in 16 < c Tnsids Limits

y 1oan  Normandy 7 days own 8dint Louis (Jennings) |ved nen
'4fo3

¢. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
2
£fo0 §

ADDRESS

INSTITUTION. Normandy Osteopathic Hosplpvem wn 8938 Berkay YO Ne DD

3. (I_:ME OF IDE)CEA!ED First Midd|e Last 4. DATE Month Day Year
ypa of print OF
William H. Harles DEATH June Ly 1963

5. SEX 4. COLOR OR RACE 7. Married 0 Never Married [ Ia, DATE OF BIRTH | 9. AGE (las? birthday) |IF UNDER 1 YEAR | IF UNCER 24 HR
Mals White Widowsd ff  Diverced O | 10-5-1876| 86 Meonths | Days | Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
duzi Ing life, if roti

Pi2H8 "R P EITed T | Self-employed St. Iouis, Mo. US4

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Harles Elizabeth Uhlenbrock deceased

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 18. SOCIAL SECURITY NO. [17. INFORMANT Address

{Yes,- ncﬁgr unknown] | (If yes, give war or dates of sarv| MrS . Harry POtthOff’ 8938 Berkay Ave

| 18. CAUSE OF DEATH (En?er only one cause per ling o e w55 INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a] Respiratory Paralysis . Seconds

DATE AMENDGED f_

DOCUMENT

which gave rise ta
above. cause [a),
stating the .under-

sring tha under [ o Metastatic Carcinomatosis (Epidermoid) Ong -Year
PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the. terminal PART III. If decearad was female wes
‘disease condition given in PART 1 la) thera » pregnancy in last 90 doys. .
. ’ rD Yaa l O Ne J O Uvknown

19. WAS AUTOPSY 20a. AC_CID_-ENT- SUit{BE -HbMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. [Enter nature of Injury in PART | or PART Ii of item 18,)
ERFORMED? SO [m] [a] ]
- YES O Nom e a
20c. TlMEJOF Hour- Month Day, Yeor |.
r_fNJURY am, SN 2 B
p-m.

70d. INJURY OCCURRED 20e.. PLACE OF INJURY (e.g., in or sbout home, [ 20f. CITY, TOWN, OR LOCATICN COUNTY
WHILE AT WO g farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [}

Zhsl attended the dmmd-frm__&l&‘ﬁ, T and fast saw fi, olive on M-bB

De;ih occurted ot _m on the'date stated above, and to the best of my knowledge, frum the causes stated.

- mguwn! ( ﬁ é} {Dograe zum ‘Q o nl}\yjss@a e - ncé::ﬂig%nni

Na. BORIAL CREMATION 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY - 234, LOCATION (City, tewn, or county} {State)

moveﬁﬁmm June 7, 1963 | Calvary Cemetery St. Louis Missouri
j - 25, DATE RECD"-GV LOFAL REG. REGISTRAR'S SIGNATURE
Math Hermann & Som,Inc., 216l E. Fair Av+ é '3 §:/ Apﬁ_

E]

Canditions, If lny,] DUE TO (b) Cerebral Emboli . Seconds
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" MEDICAL CERTIFICATION .

USE BLACK INK

TYPEWRITER RIBRON
SHOULD RE:AD

BY AFFIDAVIT OF

ITEM NO.

{Licansed Embalmaer’s Statermant on Reverse Side)




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name ic recorded on the reverse side of this certificate wa.s ernl";a'lrned by me,

or by Studenf Embalmer Na,__

working under my personal supervision. % : %/0//
Student Signed,

Signature of Student Embalmer
Licensed Embaimer NOL_
- P. O. Address # 1/ ‘é:ﬂ

. e s
Note The above MUST BE S!GNED BY - THE LICENSED EMBALMER in his OWN HANDWRITENG%UN: to comply
with the above constitutes grounds for révocation-of license). . .
)f embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
If this body is not emba!med fact'should be so stated-above.
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